OBJECTIVE: Endoscope guidance in FESS by the surgeon's non-dominant hand has a potential ergonomic deficit. This study evaluates a system which is able to guide the endoscope in FESS independently from the surgeon's hand by mechatronical control using only small space in the surgical setting. METHOD: An endoscope manipulator system (EMS) was developed which is able to bear and lift the endoscope. A bar system and three independently working micro motors allow the endoscope to move in all three dimensions. Control of the EMS is realized by a joystick-based remote control which has to be operated by an additional person in the OR. RESULTS: Clinical requirements, like accurate heading for and visualization of, anatomical landmarks or bimanual instrumentation were fulfilled. There was no significant difference from the measured operating time for standard operation of the paranasal sinuses of one patient side done with the EMS. There was also no hazard due to accidental movements of the manipulator or nonsufficient fixation. CONCLUSION: Scaling of the endoscope movement can be transmitted by the remote control, so higher accuracy may be achieved. On the other hand, bimanual instrumentation is possible, which decreases the number of interruptions due to instrument changing. A disadvantage is the need for another person to operate the remote control. Although there were no significant communication problems between the surgeon and the operator, hands-free control of the EMS is desirable. Possible solutions would be automatic movement by tracking and navigation.
OBJECTIVE: 1) Understand the contribution of intraoperative and postoperative hospital costs to total hospital costs. 2) Examine the costs associated with specific hospital services in the postoperative period. 3) Recognize the impact of patient factors on hospital costs. METHOD: We conducted a retrospective review using the Pittsburgh Head and Neck Organ-Specific Database, identifying 119 patients having total laryngectomy with bilateral selective neck dissection (levels II-IV) and primary closure from 1999-2009. Cost data were obtained for 112 patients. Costs are fully loaded costs, which include fixed and variable costs, adjusted to 2010 US$ using the Consumer Price Index. RESULTS: Mean total hospital costs were $29,563 (range: $10,915-$120,345). Operating room costs averaged 24% of total hospital costs, while room charges, respiratory therapy, laboratory, pharmacy and radiology accounted for 38%, 14%, 8%, 7% and 3% respectively. Median length of stay was 9 days (range: 6-43) and median Charlson comorbidity index score was 8 (2-16). Patients with м1 day of ICU care had significantly higher hospital costs ($46,831 vs. $24,601, pϽ0.01). We found no significant cost differences with stratification based upon previous radiation therapy ($27,598 vs. $ 29,915 with no prior radiation, pϭ0.62) or hospital readmission within 30 days ($29,483 vs. $29,609 without readmission, pϭ0.97). CONCLUSION: This is one of few studies in surgery and the first in otolaryngology to analyze hospital costs from a clinical perspective for a relatively standardized procedure. Further work will include cost analysis from multiple centers with investigation of global cost drivers.
Decontamination of Nasal Atomizer Tips: Alcohol vs Guards
David Kieff, MD (presenter) OBJECTIVE: Cross-contamination of Venturi atomizers has been reported. The efficacy of atomizer tip covers in preventing cross-contamination has not been evaluated. METHOD: Thirty-four consecutive patients who presented to an emergency room received nasal anesthetic with a De Vilbiss Venturi Atomizer. The atomizers for half the patients were cleaned with an isopropyl alcohol pad immediately after use (group A). The atomizers for the other half were used with a clean rubberized tip cover (RhinoGuard TM) in place (group B). The atomizer tips were then cultured on blood agar plates and chocolate agar plates. The effectiveness of two different methods in preventing contamination of the atomizer tip was compared. RESULTS: One of 17 atomizers from group A was contaminated (5.9%), and 15 of 17 atomizers from group B were found to be contaminated (88.2%). This represents a difference of 82.3%. CONCLUSION: Venturi atomizer tips frequently become contaminated despite the use of a rubberized tip cover. This happens at a dramatically decreased rate with the use of isopropyl alcohol for cleaning. The clinical significance of this contamination is uncertain, but this contamination may conceivably spread infection. Accordingly, we recommend cleaning the atomizer tip with an isopropyl alcohol pad after use, regardless of whether a rubberized tip protector has been employed.
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